






N431 Care Plan #1
Lakeview College of Nursing
Shannon O’Malley 




1
N431 Care Plan


16
N431 Care Plan

Demographics (3 points) 
	Date of Admission
02/20/2020
	Patient Initials
A.T
	Age
39 (01-18-19981)
	Gender
Male

	Race/Ethnicity
White
	Occupation
Disabled 
	Marital Status
Married
	Allergies
Adhesive bandages (Rash)
Contrast media (Hives)

	Code Status
Full Code
	Height
182.88 cm
	Weight
114.100 kg



Medical History (5 Points)
Past Medical History:.
· Anxiety, attention deficit disorder, arthritis, asthma, bronchitis, colitis, depression, chronic pain, gastroesophageal reflux disease, Cushing’s disease, Diabetes Mellitus type 1, hypercholesterolemia, hypertension, acute on chronic necrotizing pancreatitis 
Past Surgical History:
· Appendectomy, ERCP, implantable venous access port, nephrectomy, pancreatic stent 
Family History:
· Father- HTN, and stroke 
· Mother- Breast cancer 
Social History (tobacco/alcohol/drugs):
· The patient denies alcohol use 
· The patient is a former smoker. Patient has a ¼ pack per day history. He states he quit June 22nd, 2019 
· The patient uses nicotine substitutes such as gum 
· The patient denies substance use 

Assistive Devices:
· No assistive devices are needed for this patient 
Living Situation:
· The patient lives at home with his wife and children 
Education Level:
· The patient attended college and has a bachelors degree 
Admission Assessment 
Chief Complaint (2 points): Severe abdominal pain 
History of present Illness (10 points):. 
       The patient presented to the ED at Sarah Bush Lincoln on 02/20/2020 with complaints of severe abdominal pain. He reported that while lying on the floor playing with his daughters he began experiencing “knife like pain” in his upper and lower abdomen. He rated his pain a 10/10 on the numeric scale. He states that the pain does not radiate anywhere else. The patient stated he did not take anything for relief before calling the ambulance. The patient told the nurse that he had not taken his insulin in a few days. When his blood glucose was checked it was above 500. Insulin was administered and the patient was given Dilaudid for management of the pain. The patient suffers from acute on chronic pancreatitis and has a scheduled pancreectomy next month. The patient states that the previous night, 02/19/2020, he was seen at St. Anthony’s ED for severe pain and they told him he is going into liver failure. He was admitted for the treatment of pain and high blood glucose. 
Primary Diagnosis
Primary Diagnosis on Admission (2 points): Acute on chronic pancreatitis 
Secondary Diagnosis (if applicable): Acute abdominal pain 

Pathophysiology of the Disease, APA format (20 points): 
	“Acute pancreatitis is an inflammatory disease of the pancreas that can result from episodes of untreated cholecystitis caused by gallstones” (Capriotti and Frizzell, 2016, p. 733). This patient specifically is diagnosed with acute on chronic pancreatitis and is at the hospital for treatment of this acute attack. Generally, acute pancreatitis is caused by severe alcohol use and biliary tract disease. In these cases, ethanol build-up or gallstones cause the obstruction of the pancreatic duct. This patient’s cause for this disease is unknown, as he states he does not drink, and he has a pancreatic stent. 
	When the pancreatic duct becomes obstructed the digestive enzymes back up and autodigest the gland, resulting in pancreatic cell destruction, edema, ischemia of the gland, and vascular insufficiency (Capriotti and Frizzell, 2016). Due to the harsh effects, an obstruction has on the pancreas, patients experience severe abdominal pain, abdominal tenderness, muscular guarding, abdomen distention, and diaphoresis. This patient presented with pain in the abdomen rated a 10/10 on the numeric scale, abdominal tenderness, muscular guarding, and diaphoresis. The patient also experienced nausea and vomiting related to his flare-up. 
	Diagnosis of acute pancreatitis is based on several scoring systems that predict morbidity and mortality. “The five characteristics that are assessed at admission reflect the intensity of the inflammatory response, and the six characteristics evaluated during the initial 48 hours reflect the serious complications, including fluid shifts, cardiovascular instability, and end-organ failure” (Capriotti and Frizzell, 2016, p. 734). The patients who receive a rating of 6 or higher are at an increased risk for pancreatic necrosis and a high mortality rate (Capriotti and Frizzell, 2016). Other testing used for diagnosis includes blood work such as CBC, blood glucose, amylase, and lipase, and noninvasive imaging such as a CT scan. The patient’s admission values for calcium, creatinine, albumin, and BUN were abnormal. 
	Treatment is based on the patient and their needs. Generally, it consists of fluid replacement therapy, antibiotics, and analgesic medications such as Dilaudid (Tang, 2019). It is important to carefully monitor the patient for electrolyte imbalances after continuous administration of IV fluids. This patient was on 0.9% Normal Saline and was receiving IV Dilaudid every 2 hours. This patient also is scheduled to receive a pancreectomy next month at Rush Medical Center. If pancreatitis goes untreated it can lead to cardiovascular, renal, and respiratory failure (Capriotti and Frizzell, 2016).
	 
Pathophysiology References (2) (APA):
Capriotti, T., & Frizzell, J. P. (2016). Pathophysiology: introductory concepts and clinical 

perspectives. F.A. Davis Company.

Tang, J. (2019, November 10). Acute Pancreatitis Treatment & Management: Approach 

	Considerations, Initial Supportive Care, Antibiotic Therapy. Retrieved from 

https://emedicine.medscape.com/article/181364-treatment#d9


Laboratory Data (15 points)
[bookmark: _Hlk529864599]CBC Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today's Value
	Reason for Abnormal Value

	RBC
	3.80-5.41 mcl
	3.87 mcl
	3.82 mcl
	N/A

	Hgb
	11.3-16 g/dL
	13.7 mcl
	14.3 mcl
	N/A

	Hct
	37-47%
	39.8%
	39.3%
	N/A

	Platelets
	149-393 k/mcl
	236 k/mcl
	297 k/mcl
	N/A

	WBC
	4.0-11.7 k/mcl
	7.2 k/mcl
	6.9 k/mcl
	N/A

	Neutrophils
	45.3-79.0%
	63.7%
	66.4%
	N/A

	Lymphocytes
	11.8-45.9%
	16.1%
	18.0%
	N/A

	Monocytes
	4.4-12%
	14.7%
	11.0%
	N/A

	Eosinophils
	0.0-6.3%
	4.6%
	4.0%
	N/A

	Bands
	0.0-5.0%
	N/A
	N/A
	N/A




Chemistry Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab
	Normal Range
	Admission Value
	Today’s Value
	Reason For Abnormal

	Na-
	135-145 mmol/L
	128 mmol/L
	136 mmol/L
	The patients sodium is decreased due to his prior diagnosis of Cushings syndrome (Pagana and Pagana, 2017).

	K+
	3.5-5.0 mmol/L
	3.5 mmol/L
	4.0 mmol/L
	N/A

	Cl-
	98-106 mmol/L
	104 mmol/L
	100 mmol/L
	N/A

	CO2
	21-31 mmol/L
	26 mmol/L
	29 mmol/L
	N/A

	Glucose
	74-109 mg/dL
	531 mg/dL
	115 mg/dL
	The patients glucose was elevated due to inadequate medication compliance for treatment of Diabetes Mellitus (Pagana and Pagana, 2017).

	BUN
	7-25 mg/dL
	6 mg/dL
	4 mg/dL
	The patients BUN was decreased due to the recent diagnosis of liver failure (Pagana and Pagana, 2017).

	Creatinine
	0.05-0.90 mg/dL
	1.07 mg/dL
	0.71 mg/dL
	The patients creatinine is high due to renal dysfunction from nephrectomy (Pagana and Pagana, 2017).

	Albumin
	3.5-5 g/dL
	3.3 g/dL
	N/A
	The patients albumin was decreased due to his inflammatory response from the flare-up of acute pancreatitis (Pagana and Pagana, 2017).

	Calcium
	9.0-10.5 mEq/dL
	8.0 mEq/dL
	8.3 mEq/dL
	The patients calcium is low due to his diagnosis of acute pancreatitis (Pagana and Pagana, 2017). 

	Mag
	1.3-2.1 mEq/L
	N/A
	N/A
	N/A

	Phosphate
	2.5-4.5 mg/dL
	N/A
	N/A
	N/A

	Bilirubin
	0.3-1 mg/dL
	0.5 mg/dL
	N/A
	N/A

	Alk Phos
	35-105 units/L
	83 units/L
	N/A
	N/A

	AST
	0.0-32 units/L
	12 units/L
	N/A
	N/A

	ALT
	4-33 units/L
	13 units/L
	N/A
	N/A

	Amylase
	30-220 units/L
	N/A
	N/A
	N/A

	Lipase
	0.0-160 units/L
	148 units/L
	N/A
	N/A

	Lactic Acid
	0.5-1 mmol/L
	1.4 mmol/L
	N/A
	N/A

	Troponin
	>0.03
	N/A
	N/A
	N/A

	CK-MB
	>90
	N/A
	N/A
	N/A

	Total CK
	30-170  mmol/L
	N/A
	N/A
	N/A



Other Tests Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	INR
	0.8-1.1
	N/A
	N/A
	N/A

	PT
	11-12.5
	N/A
	N/A
	N/A

	PTT
	30-40 sec
	N/A
	N/A
	N/A

	D-Dimer
	<0.4 mcg/mL
	N/A
	N/A
	N/A

	BNP
	0.5-30 pg/mL
	N/A
	N/A
	N/A

	HDL
	>55 mg/dL
	N/A
	N/A
	N/A

	LDL
	<130 mg/dL
	N/A
	N/A
	N/A

	Cholesterol
	50-60 mg/dL
	N/A
	N/A
	N/A

	Triglycerides
	35-135 mg/dL
	N/A
	N/A
	N/A

	Hgb A1c
	4-5.9%
	N/A
	N/A
	N/A

	TSH
	0.4-4.2 mU/L
	N/A
	N/A
	N/A



Urinalysis Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Lab Test
	Normal Range
	Value on Admission
	Today’s Value
	Reason for Abnormal

	Color & Clarity
	Yellow and clear
	N/A
	N/A
	N/A

	pH
	5.0-8.0
	N/A
	N/A
	N/A

	Specific Gravity
	1.005-1.035
	N/A
	N/A
	N/A

	Glucose
	Normal
	N/A
	N/A
	N/A

	Protein
	Negative
	N/A
	N/A
	N/A

	Ketones
	Negative
	N/A
	N/A
	N/A

	WBC
	>5
	N/A
	N/A
	N/A

	RBC
	0-3
	N/A
	N/A
	N/A

	Leukoesterase
	Negative 
	N/A
	N/A
	N/A




Arterial Blood Gas Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.

	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	pH
	7.35-7.45
	7.42
	N/A
	N/A

	PaO2
	80-100 mmHg
	
	N/A
	N/A

	PaCO2
	35-45 mmHg
	35
	N/A
	N/A

	HCO3
	21-28 mEq/L
	23.4
	N/A
	N/A

	SaO2
	95-100%
	96.0
	N/A
	N/A 



Cultures Highlight All Abnormal Labs—Explanations must be in complete sentences and contain in-text citations in APA format.
	Test
	Normal Range
	Value on Admission
	Today’s Value
	Explanation of Findings

	Urine Culture
	Negative
	N/A
	N/A
	N/A

	Blood Culture
	Negative
	N/A
	N/A
	N/A

	Sputum Culture
	Negative
	N/A
	N/A
	N/A

	Stool Culture
	Negative 
	N/A
	N/A
	N/A


Lab Correlations Reference (APA):
Pagana, T. J., & Pagana, K. (2017). Mosbys manual of diagnostic and laboratory tests (6th ed.). 
	
	Elsevier - Health Sciences Div.

Diagnostic Imaging
All Other Diagnostic Tests (5 points):
· The patient received a chest x-ray 1 view to visualize the lungs and a CT without contrast of the abdomen and pelvis
Diagnostic Test Correlation (5 points):
· The chest x-ray was to rule out a visualized pneumothorax or pleural effusion because of patients persistent abdominal pain 
· The CT without contrast was to visualize the pancreas and its surrounding parts. The results showed hepatomegaly and hepatic steatosis in this patient. 

Diagnostic Test Reference (APA):
Pagana, T. J., & Pagana, K. (2017). Mosbys manual of diagnostic and laboratory tests (6th ed.). 
	
	Elsevier - Health Sciences Div.


Current Medications (10 points, 1 point per completed med)
*10 different medications must be completed*
Home Medications (5 required)
	Brand/Generic
	
atenolol (Tenormin)
	
fentanyl
(Sublimaze)
	
hydrocodone/acetaminophen (Norco)
	
ondansetron
(Zofran)
	
Senna plus
(PeriColace)

	Dose
	
50 mg
	
25 mcg/hr
	
10mg/325 mg
	
4mg
	
50mg/8.6mg

	Frequency

	
Daily
	
Q72Hr
	
Q6H PRN
	
Q8H PRN
	
Daily 

	Route
	
Oral
	
Transdermal
	
Oral
	
Oral
	
Oral 

	Classification
	Beta-blockers 
	Opioid analgesics 
	Opioid analgesic combo
	Antiemetic 
	Laxative 

	Mechanism of Action
	Blocks response to beta-adrenergic stimulation 
(Jones & Bartlett Learning, 2019).
	Inhibits ascending pain pathways and alters pain perception 
(Jones & Bartlett Learning, 2019).
	Acetaminophen acts on the hypothalamus to produce antipyresis
Hydrocodone blocks pain perception in the cerebral cortex (Jones & Bartlett Learning, 2019).
	Binds to 5-HT3 receptors in the periphery and CNS affecting the GI tract (Jones & Bartlett Learning, 2019). 
	Inhibits stimulation of the intestines to produce a soft bowel movement (Jones & Bartlett Learning, 2019). 

	Reason Client Taking 

	For treatment of hypertension 
	For management of chronic pain 
	For management of chronic pain 
	Management of nausea 
	Management of constipation and bowel movements 

	Contraindications (2)

	Hypersensitivity to atenolol which the patient does not have 

Patients with pulmonary edema, which was checked by x-ray upon patients admission 
	Risk of opioid addiction 

Use caution in acute pancreatitis patients 
	Hypersensitivity to the medication which the patients does not have 

High potential for abuse 
	Severe hepatic impairment 

Hypersensitivity, which the patient does not have 

	Hypersensitivity, which the patient does not have

Fecal impaction 

	Side Effects/Adverse Reactions (2)

	Fatigue and depression, the patient suffers from both 
	Anxiety and constipation, both of which the patient has 
	Decreased urination and lightheadedness, neither of which the patient have 
	Headache and fatigue, the patient is tired 
	Abdominal cramping and diarrhea, patients abdominal pain is not from this medication 

	Nursing Considerations (2)

	Discontinue slowly to prevent withdrawal

Take caution during anesthesia and surgery (Pt has upcoming surgery) 

	Know that after removing the patch the skin still absorbs medication so never put in the same place 

Medication is processed in the liver, and this patient has liver impairment 
	Monitor for respiratory depression during initiation of the medication 

Know that acetaminophen is processed in the liver, therefore placing patients with impaired liver function at a higher risk for liver failure 
	Withhold in patients with hematemesis 

Monitor for decreased bowel activity 
	If all BM’s are loose like diarrhea, report to PCP

Monitor for rectal bleeding 

	Key nursing assessments/labs Prior to administration 
	Monitor BP 15 minutes before and after administration

Assess clients HR before administration 
	Monitor liver enzymes such as ALT, AST, bilirubin and albumin

Check patients vitals prior and after administration 
	Monitor liver labs such as ALT, AST, bilirubin and albumin to ensure proper function before administration 

Check patients vitals before and after administration, especially RR


	ECG monitoring for patients with electrolyte abnormalities 

Ask patient if he is feeling constipated before administering and get a PRN Miralax prescription 
	Ask patient when last BM was

Ask patient the rating of his abdominal pain on a scale of 0-10 before administration 

	Client Teaching needs (2)

	Do not stop taking this medication without clearance from PCP

Check blood sugar regularly and comply with insulin administration 
	Always rotate the placement of the patch when you put a new one on 

Clean site with water, no soap 
	Report adverse effects to PCP and determine if this medication is the best fit for his circumstances 

Contact provider if you feel withdrawals after not taking medication, this can indicate addiction 
	Medication will take at least 30 minutes to take effect 

Report to PCP if you experience blood in your vomit 
	Watch for abrupt changes in bowel movement pattern and report to provider 

Discontinue if feeling severe abdominal pain after administration




Hospital Medications (5 required)
	Brand/Generic
	hydromorphone (Dilaudid)
	Novolog
(Insulin)
	pantoprazole
(Protonix)
	Venlafaxine (ER) (Effexor)
	hydralazine


	Dose
	2mg=2mL

	Per sliding scale 
	40 mg=10mL
	225 mg
	10mg=0.5 mL

	Frequency

	Q2H
	PRN
	BID
	Daily
	Q6H PRN

	Route
	IV push
	SQ
	IV push
	Oral
	IV push

	Classification
	Opioid analgesic 

	Antidiabetics (Insulin) 
	Proton Pump Inhibitor 
	Antidepressants (SNRI’s)
	Vasodilator 

	Mechanism of Action
	Inhibits ascending pain pathways, therefore offering the response to pain (Jones & Bartlett Learning, 2019). 
	Lowers blood glucose by stimulating peripheral glucose uptake by inhibiting glucose production (Jones & Bartlett Learning, 2019).
	Blocks acid secretion in the gastric parietal cells (Jones & Bartlett, 2019).
	Inhibits serotonin and norepinephrine reuptake; no MAOI or SSRI activity (Jones & Bartlett Learning, 2019). 
	Dilated arterioles with little effect on the vein to decrease systemic resistance and decrease blood pressure (Jones & Bartlett Learning, 2019).

	Reason Client Taking 
	Every 2 hours for pain management 
	As needed for insulin replacement therapy 
	Management of GERD 
	Management of clinical depression 
	As needed for a systolic blood pressure greater than 180

	Contraindications (2)
	Documented hypersensitivity to the medication which the patient does not have 
	Contraindicated during episodes of hypoglycemia 

Documented hypersensitivity which my patient does not have 
	Documented hypersensitivity which the patient does not have

Severe hepatic impairment which the patient does have 

	Documented hypersensitivity which the patient does not have 

Coadministration with MAOI’s, which the patient is not on 
	Documented hypersensitivity to hydralazine

Concurrency with other hypotensive agents 

	Side Effects/Adverse Reactions (2)
	Constipation and nausea, both of which the patient experience 
	Severe hyperglycemia, which the patient had upon admission, diarrhea 
	Abdominal pain and generalized edema, both of which the patient have 
	Headache and nausea, the patient only experiences nausea 
	Hypotension and peripheral edema, the patient has peripheral edema at the ankles bilaterally 

	Nursing Considerations (2)
	Monitor patients response to the medication 

Monitor for adverse effects 


	Take clients blood glucose before administration of insulin 

Ensure the puncture site is clean and on a SubQ surface 
	Push slowly over two minutes

Increased risk of developing C. diff
	Know signs of suicidal thoughts ie: giving important things away, acting extra happy 
Use caution in hepatic impaired patients 



	Know baseline BP before administration 

Discontinue slowly to avoid rise in BP

	Key Nursing Assessment(s)/Lab(s) Prior to Administration
	Check patients vitals (RR) before and after administration 
	Check sugars:
141-199=2 units
200-249=4 units
250-299=7 units
300-349=12 units
320-499=18 units
	Due to risk of severe hepatic impairment patient should have liver labs drawn ie: ALT, AST, albumin, and bilirubin 
	Monitor closely for changes in behavior like suicidal ideation 
	Monitor BP before and after administration of medication 

	Client Teaching needs (2)
	Report constipation, nausea, and diarrhea to the provider 

Flushing and respiratory depression are signs of overdose 
	Know sick day rules for insulin 

Stay compliant with insulin despite chronic pain or illness 
	Report to PCP if no relief of symptoms

Take medication twice daily as recommended by PCP to prevent acid reflux 
	Take dose in the morning so extended release tablet can work all day 

Report worsening depression and suicidal thoughts to PCP
	Do not keep taking home prescription of atenolol with this medication 

Report any adverse effects to provider 



Medications Reference (APA):
Jones & Bartlett Learning. (2019). 2019 Nurses drug handbook.
Drugs & Diseases. (2019). Retrieved from https://reference.medscape.com/
[bookmark: _GoBack]
Assessment 
Physical Exam (18 points) 
	GENERAL (1 point):
Alertness:
Orientation:
Distress:
Overall appearance: 
	Patient is A+Ox4 with a friendly demeanor. He knows the date, where he is and can identify the current president. Patient is in pain but not in distress. He is wearing street clothes that are clean. He is cooperative and active in his care. 

	INTEGUMENTARY (2 points): 
Skin color:
Character:
Temperature:
Turgor:
Rashes:
Bruises: 
Wounds: .
Braden Score: 
Drains present:  Y☐         N ☐      
     Type:
	Patient’s skin is pink, warm, and dry. Patients skin turgor was assessed during IV assessment and it is elastic. Patient does not have any rashes or bruises. He does have multiple open wounds from scratching or picking. Patient is a 22 on the Braden scale due to him being up independently multiple times throughout the day. No drains are present on this patient. 


	HEENT (1 point): 
Head/Neck:
Ears: 
Eyes: 
Nose: 
Teeth:  

	Patients head is normocephalic. His neck is supple. Patient’s eyes meet PERRLA. Patients nose is midline with no reported drainage. Patient’s oral mucosa is moist and teeth are clean and all accounted for. 


	CARDIOVASCULAR (2 points): 
Heart sounds:  
S1, S2, S3, S4, murmur etc.
Cardiac rhythm (if applicable):
Peripheral Pulses:
Capillary refill:
Neck Vein Distention:   Y ☐   N  ☐    Edema Y ☐    N ☐
Location of Edema: 

	S1 and S2 are immediately noted upon auscultation. No murmur or abnormal rhythm present. Peripheral pulses were not assessed during this assessment. Capillary refill is +3 seconds on the top of the hand. No neck vein distention is noted. Mild edema is present on the patient’s right hand from an occluded IV and both ankles and feet. 

	RESPIRATORY (2 points):
Accessory muscle use:    Y☐     N ☐
Breath Sounds: Location, character

	Patient’s lung fields are diminished and clear posteriorly in both lungs. There is no noted accessory muscle use. 
	GASTROINTESTINAL (2 points):
Diet at home:                     
Current Diet
Height: 
Weight:
Auscultation Bowel sounds: 
Last BM: 
Palpation: Pain, Mass etc.:
Inspection: 
     Distention:
     Incisions:
     Scars:
     Drains: 
     Wounds:
Ostomy:    Y ☐      N  ☐       
Nasogastric:    Y  ☐    N  ☐
     Size:
Feeding tubes/PEG tube   Y  ☐    N  ☐
     Type:

	Patients diet at home is regular, but he avoids fatty foods. Patient is on a low-fat diet while hospitalized. Patient is 182.88 cm in height and 114.00 kg in weight. Bowl sounds could not be auscultated due to tenderness and pain in the abdomen. Patient’s last bowel movement was on 02/19/2020. Palpation and percussion of the abdomen could not be assessed due to tenderness and pain in the abdomen. Patient presents with no distention, incisions, drains, or wounds. Patient does have scars from previous surgeries. Patient has no ostomy, nasogastric tube, or feeding tube. 
	GENITOURINARY (2 Points): 
Color:
Character:
Quantity of urine: 
Pain with urination:  Y ☐     N ☐
Dialysis:  Y ☐     N ☐
Inspection of genitals: 
Catheter: Y ☐    N ☐    
     Type:
     Size:
	Patient’s urine is clear and yellow. It has no foul odor. Quantity of urine was not available for observation during the shift. Patient does not experience pain with urination. Patient is not on dialysis. Genitals were not assessed. Patient does not have a urinary catheter. 

	MUSCULOSKELETAL (2 points): 
Neurovascular status:
ROM:
Supportive devices:
Strength:
ADL Assistance:   Y☐   N ☐      
Fall Risk:    Y ☐  N☐
Fall Score: 
Activity/Mobility Status:    
[bookmark: Check1]Independent (up ad lib) |_|
[bookmark: Check2]Needs assistance with equipment |_|  
[bookmark: Check3]Needs support to stand and walk|_|

	Patient has full range of motion. He does not need supportive devices in the hospital or at home. His strength is equal bilaterally in his arms and legs. Patient does not need assistance for daily living tasks. Patient is a 35 on the fall scale and is not a fall risk. Patient is independent and fully mobile. Patient does not need assistance with equipment or support to stand and walk. 
	NEUROLOGICAL (2 points): 
MAEW:   Y ☐       N☐           
PERLA:    Y  ☐       N☐
Strength Equal:   Y ☐   N ☐   if no -   Legs ☐   Arms ☐   Both ☐
Orientation:
Mental Status:
Speech:
Sensory:
LOC:
	Patient can move all extremities well. Patient’s eyes react to PERLA. Patient’s strength is equal in all extremities. Patient is A+Ox4. He is orientated and cooperative. His speech is clear and concise. Patient’s senses are intact.  
	PSYCHOSOCIAL/CULTURAL (2 points):
Coping method(s):       
Developmental level:       
Religion & what it means to pt.:
Personal/Family Data (Think about home environment, family structure, and available family support):
	Patient copes by watching television, spending time with his family, and cooking. Patient has reached full developmental level. Patient is a Christian and believes in God. Patient lives at home with his wife and children and has a strong family structure. 



Vital Signs, 2 sets (5 points)
	Time
	Pulse
	B/P
	Resp Rate
	Temp
	Oxygen

	0735
	76 bpm
	153/95 mmHg
	18 bmp
	36.1 C
	94%

	1103
	94 bpm
	156/99 mmHg
	21 bmp
	N/A
	96%



Vital Sign Trends: As I assessed vitals the second time, the patient was in increased pain. He rated it a 9/10 on the numeric scale. His pain could’ve raised his blood pressure, pulse, and respiratory rate. The patients blood pressure could also be elevated from his hypertension.
Pain Assessment, 2 sets (2 points)
	Time
	Scale
	Location
	Severity
	Characteristics
	Interventions

	0735
	0-10
	Abdomen
	7/10
	Sharp stabbing pain
	Dilaudid

	01105
	0-10
	Abdomen 
	9/10
	Knife like pain
	New IV site for quicker medication effectiveness



IV Assessment (2 Points)
	IV Assessment
	Fluid Type/Rate or Saline Lock

	Size of IV: 20 G
Location of IV: Left peripheral wrist 
Date on IV: 02/20/2020
Patency of IV: IV is not patent. IV is occluded and cannot flush. I discontinued the IV on 02/21/2020.
Signs of erythema, drainage, etc.: There was no erythema or drainage noted. Left hand did present with some edema. 
IV dressing assessment: Dressing was transparent, dry, and intact until discontinued. 
	Saline lock 



Intake and Output (2 points)
	Intake (in mL)
	Output (in mL)

	3360 mL
	1400 mL



Nursing Care
Summary of Care (2 points)
Overview of care: 
· During my shift I was able to administer medication to the patient orally. When we tried to administer Diluadid through his IV, we discovered that it was occluded and it needed to be taken out. I was able to remove the IV with no issues. After that, I was able to assess my patient. His pain had increased at that point to a 9/10, and he had decided to get a midline placed in his arm in order to receive IV Diluadid. His vitals trended upward during when he was in pain. I was not present for the placement of the new IV. The plan is to continue to provide pain management and discuss discharge within the next few days. 
Procedures/testing done: 
· None on 02/21/2020
Complaints/Issues: 
· Patient has severe abdominal pain with no relief after oral Dilaudid 
Vital signs (stable/unstable):
· Patients vital signs remained stable with only a minor increase in BP, RR, and HR from pain during the shift 
Tolerating diet, activity, etc.:
· The patient is tolerating his low-fat diet well 
· The patient is up and walking without assistance 
Physician notifications:
· None during the shift 
Future plans for patient:	
· Complete discharge and follow up with PCP after pancreectomy 
Discharge Planning (2 points)
Discharge location:
· Home with wife and children 
Home health needs (if applicable):
· N/A
Equipment needs (if applicable):
· N/A
Follow up plan:
· Follow up with the PCP after receiving the pancreectomy at Rush Medical Center in Chicago  
Education needs:
· Patient needs to be educated on nonpharmacological pain management skills during pain flare-ups 
· Patient needs to learn and adhere to sick day rules for patients who fall ill while having diabetes 
Nursing Diagnosis (15 points)
*Must be NANDA approved nursing diagnosis and listed in order of priority*

	Nursing Diagnosis 
· Include full nursing diagnosis with “related to” and “as evidenced by” components
	Rational
· Explain why the nursing diagnosis was chosen
	Intervention (2 per dx)
	Evaluation
· How did the patient/family respond to the nurse’s actions?
· Client response, status of goals and outcomes, modifications to plan.

	Risk for infection related to diabetes mellitus and acute on chronic pancreatitis 
	· This nursing diagnosis was chosen due to the clients history of picking his skin until it bleeds and trouble with placing an IV
	1. Observe for signs of infection around IV sites and other open wounds 

2.Educate client on importance of medication compliance to prevent a stronger infection 

	· Patient did not have any spots that looked infected. His IV was occluded, therefore it was removed and another was placed. 
· Client responded well to getting a new IV placement and understands he needs to be compliant with his medication regime 

	Chronic pain related to acute on chronic pancreatitis as evidence by a pain rating of 9/10 on the numeric scale 
	· This nursing diagnosis was chosen due to the clients persistent report of pain, despite receiving analgesic medication
	1. Assess pain intensity level by using the 0-10 numeric scale rating 

2. Assess the impact chronic pain has on the patients daily life 

	· Throughout the shift, the patient reported his pain a 7/10 before pain medication and a 9/10 after receiving pain medication 
· Patient says his pain interferes with maintaining a job and enjoying time with his family

	Ineffective role performance related to impairment of chronic pain as evidence by being on work disability and frequent hospital stays 
	· This nursing diagnosis was chosen due to the expression of a depressed state of mind when talking about being on job disability and being in and out of the hospital multiple times a year 
	1. Identify ways to compensate for physical disability 

2. Assess patient for signs and symptoms of depression and anxiety 

	· I suggested to the patient that he should invite his family up to see him so he can spend more time with them 
· He responded well to the suggestion 
· Patient suffers from depression and anxiety and takes Venlafaxine (Extended release) for treatment 

	Impaired skin integrity related to impulsive picking of the skin as evidence by open sores on the patients arms, legs, and neck
	· This nursing diagnosis was chosen due to the patients tendency to pick his skin until it bleeds 
	1. Assess where the patient falls on the Braden scale 

2. Monitor wounds daily and clean as needed 

	· Patient is a 22 on the Braden scale, not making him a risk for pressure ulcers 
· Patient had multiple wounds bleed during my shift
· He applied pressure during the bleeding and then asked for a bandage to protect the wound



Other References (APA): 
Ladwig, G. B., Ackley, B. J., & Makic, M. B. F. (2017). Mosbys guide to nursing diagnosis (5th 

	ed.). Elsevier.

Concept Map (20 Points):

2


Nursing Diagnosis/Outcomes
Subjective Data
Objective Data
Patient Information
Nursing Interventions
The patient presented to the ED with severe abdominal pain related to his acute on chronic pancreatitis. He states it is “knife-like” in nature. He says it does not radiate. Patient states he was diaphoretic and nauseas upon arrival. His pain is a 10/10. 

Patients CT showed hepatomegaly and hepatic stenosis. The labs (calcium, albumin, BUN, creatinine) are all abnormal and indicate liver and hepatic dysfunction. The patients vitals show he is in pain. 
HR: 94
O2: 96%
BP: 156/99
RR: 21

     
1. Observe for signs of infection around IV sites and other open wounds 

2.Educate client on importance of medication compliance to prevent a stronger infection 

1. Assess pain intensity level by using the 0-10 numeric scale rating 

2. Assess the impact chronic pain has on the patients daily life 

1. Identify ways to compensate for physical disability 

2. Assess patient for signs and symptoms of depression and anxiety 

1. Assess where patient falls on Braden scale 
2. Monitor wounds daily and clean as needed
1. Assess where the patient falls on the Braden scale 

2. Monitor wounds daily and clean as needed 


39-year-old male presenting to the ED with severe abdominal pain related to a previous diagnosis of acute on chronic pancreatitis. Patient has a recent diagnosis of liver failure. 
1. Risk for infection related to diabetes mellitus and acute on chronic pancreatitis 
2. Chronic pain related to acute on chronic pancreatitis as evidence by a pain rating of 9/10 on the numeric scale 
3. Ineffective role performance related to impairment of chronic pain as evidence by being on work disability and frequent hospital stays 
4. Impaired skin integrity related to impulsive picking of the skin as evidence by open sores on the patients arms, legs, and neck
Outcomes:
· Patient did not have any spots that looked infected. His IV was occluded, therefore it was removed and another was placed. 
· Client responded well to getting a new IV placement and understands he needs to be compliant with his medication regime
· Throughout the shift, the patient reported his pain a 7/10 before pain medication and a 9/10 after receiving pain medication 
· Patient says his pain interferes with maintaining a job and enjoying time with his family
· I suggested to the patient that he should invite his family up to see him so he can spend more time with them 
· He responded well to the suggestion 
· Patient suffers from depression and anxiety and takes Venlafaxine (Extended release) for treatment
· Patient is a 22 on the Braden scale, not making him a risk for pressure ulcers 
· Patient had multiple wounds bleed during my shift
· He applied pressure during the bleeding and then asked for a bandage to protect the wound



